These include implanting adhesive substances such as talc or phenol into the pericardial sac, or transplanting various adjacent organs such as lung and pectoralis muscle. Once again, in all these procedures, pain is improved but ultimately no anastomoses are demonstrated. I have wondered about this and come to some conclusions. The points that led me to these were: (1) I have seen three patients with mitral stenosis and angina who had initially successful valvotomies and loss of pain, and who subsequently re-stenosed but had no pain. The re-stenosis was proved by further investigation and ultimate re-valvotomy. (2) 1 have seen patients with aortic stenosis and angina who had unsatisfactory valvotomies but the pain disappeared. (3) I have never seen a patient with constrictive pericarditis who suffered from angina.
The common denominator between all these situations is that the pericardium has been opened. I think, therefore, that the advent of a hemopericardium is sufficient to destroy the delicate afferent sympathetic pain fibres. This does not mean that the comparatively benign operation of dusting talc into the pericardium is to be condemned. It is merely an alternative to upper dorsal sympathectomy, and the choice is a matter of taste and surgical convenience and practice. In either choice, patients are happier and if angina is severe operation is probably worth while.
Operations to re-vascularize the myocardium directly have been carried out for years by Beck (Feil et al. 1956 ). His two-stage operation of perfusing the myocardium in the reverse direction by producing an arterial anastomosis to the coronary sinus has physiological support because it has been well shown that the oxygen extraction by tissue is the same whether the flow of oxygenated blood is from the arterial or venous side. However, the two-stage operation of partial coronary sinus occlusion and ultimate arterialization is hazardous and has not been generally adopted in this country. Once again the pericardium has been extensively opened and hence, I suspect, denervated.
Another procedure is the implantation of an internal mammary artery into an ischvmic area. This operation is theoretically more attractive.
The worst form of confused thinking is that ligation of one branch of the internal mammary artery will lead to significant increase in flow through its myocardial and pericardial branches in the other branch. It may well relieve angina but so does anything dramatic which is done for these patients. It has no adequate hemodynamic basis.
Many surgeons are now endeavouring to remove coronary blocks by endarterectomy. The difficulty about this is that the blocks are usually multiple. It has also been shown that multiple blocks are as common in younger patients with angina as they are in the elderly, and hence the 'ideal' young patient with severe angina and only one or two blocks of the larger coronary arteries is rare. Such surgery can only be attempted after careful coronary arteriography. Each coronary artery in turn is catheterized by means of a Soanes catheter, and puffs of contrast medium are injected into each main coronary artery until satisfactory cine-angiograms are obtained ofthe coronary tree. This seems a surprisingly benign procedure. Male, aged 54 Presented with sudden left-sided headache and blurred vision in 1958, and was thought to have a vascular lesion. Skull X-ray showed slight erosion of the posterior clinoid process, all other investigations negative. Headaches recurred in 1960 and he was found to have III and VI nerve palsies. In May 1960 sphenoid decompression was performed and a bluish cystic tumour, thought to be a mucocele, was removed. Following this he was well until April 1961 when signs of hypopituitarism appeared. This was treated and, microscopy of the original tumour having shown it to be a chordoma, supervoltage radiotherapy with a cobalt-60 unit was given and he has remained well since.
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Chordoma is a rare tumour, of low malignancy, which arises in the remnants of the notochord. Commonest sites are the sacrococcygeal region (50%) and the spheno-occipital region (40%). It occurs usually between the ages of 30-50 years, and metastases are rare. There are usually long intervals between episodes of symptoms, and in 30 % there is a history of previous injury. History: Known hypertensive with a long history of fibrositis of trapezius, stiff neck and occipital headache. He complained of precordial pain referred to the left arm for twenty-four hours, becoming severe in the last two hours. Pulse 70, regular, gallop rhythm. Blood pressure 235/120. At first he was thought to have a coronary thrombosis but temperature and E.S.R. remained normal and ECG showed no evidence of this. A tentative diagnosis was made of cervical spondylosis involving C.7. X-ray showed severe cervical arthritis with a disc lesion at C.6-7 (Fig 1) . This patient died later from an unrelated surgical condition and autopsy showed no evidence of old coronary thrombosis. (Brain 1954 , 1956 , Hanflig 1936 . Josey & Murphey (1946) describe 30 cases of ruptured lower cervical disc simulating coronary disease. The pain may begin in the praecordial region and radiate to the shoulder, neck or arm. It is frequently constricting in type and may be aggravated by effort (Semmes & Murphey 1943). The mechanism of the pain suggested by Nachlas (1934) is that C.7 is the motor nerve to pectoralis major and minor, and that compression of the anterior root gives rise to a pain which is felt in the region of these muscles.
Four Cases of Obstruction in the Internal Carotid Artery J D S Knight MD MRCP
These four cases have been diagnosed in one practice over eighteen months. The onset may be 'stuttering', with bouts of loss of vision on the affected side and parnsthesie, proceeding to hemiplegia, on the opposite side which clears after a few hours and may be repeated at intervals over several years before permanent hemiplegia occurs. It may also be 'catastrophic' with hemiplegia on one side and blindness on the opposite side, or it may present with gradually increasing hemiplegia and blindness, suggestive of a cerebral tumour.
There may be a systolic bruit and tenderness over the obstruction, and there are often other signs of arterial disease. An arteriogram confirms the diagnosis.
The results of treatment whether by anticoagulants, arterial surgery or stellate ganglion block are not good. History: Apparently fit and active, with sudden onset of severe pain while at rest, radiating from the left side of the chest to the back. A past history of asthma, nasal polypi and recurrent iritis. No physical signs were found and, apart from an E.S.R. of 23 mm in one hour (Westergren), investigations including ECG, and serum glutamic oxaloacetic transaminase, were negative. Further attacks of pain occurred next day and three days later. An X-ray of abdomen was taken and showed ankylosing spondylitis in both sacroiliac joints. Chest X-ray showed cardiac enlargement.
Ankylosing Spondylitis Simulating
He remained well subsequently but gave a history of recurrent 'rheumatic' pains between the ages of 18 and 35, in the lower back and right leg. It seems that his ankylosing spondylitis now only manifests itself with chest pains, a raised sedimentation rate and recurrent iritis. History: Presented in April 1961, complaining that he fell over when running. Weakness of grip noticed for about five years, with weakness in legs for about one year, and the presenting symptom appeared shortly before the consultation. He had also noticed generalized weakness and loss of libido.
On examination: He presented the characteristic myopathic facies, with atrophy of the facial muscles, especially orbicularis oculi and the muscles of mastication, giving a smooth expressionless face with sunken temples and cheeks. His neck is very thin with atrophy of the sternomastoid muscles, so that he is unable to rise from bed or a couch and has to roll over on to his face in order to sit up. On the other hand, the neck extensors are so strong that it is possible to lift him off the couch with a hand under his occiput.
The shoulder muscles are strong, deltoid and triceps being moderately weak. The forearms show gross wasting with weakness of grip. The quadriceps and hamstrings are also wasted. The arm reflexes are just present, but the knee and ankle reflexes are difficult to elicit. The plantar responses are flexor.
He does not exhibit myotonia in the hands very strikingly, although he notices it, and the story of falling on running is characteristic. In addition, on percussing the muscles of the tongue and of the thenar eminences, it is possible to demonstrate the characteristic slow contractions.
He has no cataract, but he does show baldness, characteristically beginning at the front and extending backwards. The testes are small but normal.
Case 2 Lipodystrophia Progressiva L P, female, aged 9
History: First seen in November 1957 at the age of 5 years. She had had influenza a month earlier and still had a cough. She had some fever and a rapid pulse; her chest was clinically clear, but radiologically showed infiltration in the lower left lobe, which cleared on treatment. The reason for taking the chest X-ray was her unusual appearance, which had been the subject of much comment from friends and neighbours. Physically there was no evidence of disease, and I reassured the mother. At the age of 8 the child was admitted to a fever hospital with glandular fever, where the condition was diagnosed.
The child shows a progressive and symmetrical loss of subcutaneous fat beginning in the face and extending downwards. Thecontours ofthe muscles are clearly visible through the skin. The circumoral wrinkles which appear on speaking and smiling are characteristic. The loss of subcutaneous fat extends down to the arms and upper trunk but the lower trunk and lower limbs are normal or, as in this patient, have excessive fat.
Comment: Lipodystrophia progressiva occurs in both sexes, although most of the recorded cases are female. The cause has been ascribed to a variety of factors, endocrine and post-infective. Infections have often preceded the onset, as in this little girl, but as the condition generally begins in middle childhood when these illnesses are common, the association may be fortuitous.
The clinical picture is as reported here. The nickname 'death's head' or 'monkey face' is often given, and with this little girl there has been considerable difficulty over school attendance because of the unkind attitude of other children.
There is no treatment, but the condition is benign.
These are two cases of apparent wasting, one due to the loss of muscle and one to the loss of subcutaneous fat.
Meeting May 16 1962
Mr Geoffrey Gorer delivered an address on An Anthropologist Considers Retirement. A full account of this has been published in 'The Problems of Retirement' (London 1961).
